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Lymphoma of the colon is a rare disease which accounts for 6--12%percnt; of gastrointestinal lymphomas. When lymphoma involves the gastrointestinal tract, the stomach and small intestine are most commonly affected, whereas the colon and rectum are rarely involved \[[@B1]\]. Symptoms are mainly nonspecific and include diarrhea, unexplained weight loss, abdominal pain and bowel habit change. Radiological images of T-cell lymphomas may show mucosal ulcerations and nodularities very similar to Crohn\'s disease (CD) and mucosa-associated lymphoid tissue lymphomas (MALTomas) \[[@B2]\]. Colonoscopic pictures of lymphoma may present as a diffuse or segmental ulceration mimicking CD or tuberculosis \[[@B3]\]. An interesting case of T-cell lymphoma presenting unusual colonoscopic findings is presented in this report. Our patient presented to the emergency room with diarrhea, abdominal pain, progressive weight loss, fever and general malaise. The initial diagnosis after colonoscopic biopsy was unspecific colitis and colon ulcers. Empiric treatment with oral mesalazine was instituted accordingly. However, the patient deteriorated rapidly in spite of the treatment, and he was sent back to the emergency room 1 month later with a markedly deteriorated condition and multiple enlarged lymph nodes in the neck. The pathological result of the biopsy taken from the neck revealed malignant T-cell lymphoma, which led to a review of the colon biopsy performed previously. The diagnosis of colon T-cell lymphoma was ultimately established after performing some special immunohistochemical stains, such as CD3, CD45RO, LCA and CD 20 antibodies. As illustrated by this case, the difficulty of a prompt diagnosis of colon T-cell lymphoma has to be emphasized as well as the need for an early diagnosis and a timely treatment of this aggressive clinical entity.

Case Report {#sec1_2}
===========

A 56-year-old man with no remarkable previous medical history presented to the outpatient clinic with profuse diarrhea, abdominal fullness, nausea, retching, and poor appetite. Over the past 3 months, he lost weight, about 8 kg (his weight was 69 kg before the symptoms started), and experienced intermittent low-grade fevers, which were more noticeable in the afternoon and during the night. The physical examination showed a slightly dehydrated patient; there were no palpable lymph nodes in the neck, axillae or inguinal areas. The abdomen was distended and slightly tender on palpation; the bowel sounds were normoactive. The leukocyte count was 10,100/µl, with a prominent eosinophilia (56.3%percnt;). The hemoglobin, platelets and biochemistry tests were within normal limits. Partial parenteral nutrition was instituted as soon as the patient was hospitalized. A colonoscopy showed multiple ulcers with peripheral edema from the cecum to the sigmoid colon, while the rectum was relatively spared (fig. [1](#F1){ref-type="fig"}). The terminal ileum was free of active lesions. Biopsy for pathology and tuberculosis was done, which initially showed unspecific ulcers. The patient received oral mesalazine (2.4 g daily), and he was dismissed in a relatively stable condition. One month later, the patient was sent back to the emergency room with a deteriorated condition and exacerbated diarrhea, in spite of the oral mesalazine. Several enlarged and palpable lymph nodes appeared in the neck. A computed tomography showed multiple enlarged lymph nodes throughout the body, including the neck, the bilateral supraclavicular space, axillary regions, mediastinum, para-aortic, splenic hilum, and inguinal regions (fig. [2](#F2){ref-type="fig"}). A biopsy of the lymph nodes taken from the neck was performed and the pathology showed malignant T-cell lymphoma. The specimen from the colonoscopy biopsy was reviewed again accordingly, and further immunohistochemical studies showed prominent atypical lymphoid cells with positive reactivity for CD3, CD45RO and LCA antibodies, and negative reactivity for CD20 antibodies. Focal histiocytes reactive for CD68 antibody infiltration in the lamina propria were also seen (fig. [3](#F3){ref-type="fig"}). Based on the immunohistochemical stains, malignant lymphoma (T-cell type) of the colon was ultimately diagnosed. The patient was referred to the oncology department, and chemotherapy was started shortly after the final diagnosis was obtained.

Discussion {#sec1_3}
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Gastrointestinal lymphomas are a group of aggressive malignancies which are clinically rare and hard to be diagnosed. The incidence of T-cell lymphoma is 0.5--1 per million per year \[[@B4]\], and most of the cases are diagnosed in an advanced stage. The 1- and 5-year survival rates are 31--39%percnt; and 8--20%percnt;, respectively \[[@B5]\]. Most gastrointestinal lymphomas have a B-cell origin, while T-cell lymphomas are extremely rare in the gastrointestinal tract \[[@B6]\]. Some cases of T-cell lymphomas associated with peripheral eosinophilia have been reported previously. It is noteworthy that these particular cases were found to be refractory to chemotherapy and may therefore carry a poor outcome \[[@B7]\]. Eosinophilia is typically associated with parasitic infections or allergic disorders, and may be involved in eosinophilic infiltrates in various tissues and organs such as the lungs, heart, nervous system, and gastrointestinal tract. In addition to the parasitic infections and allergic disorders, some diseases such as lymphoproliferative neoplasms, particularly non-Hodgkin T-cell lymphoma and Hodgkin lymphoma, may be accompanied with eosinophilia as well. The reason is unclear, but it may be caused by lymphokines \[[@B8]\]. An overproduction of interleukin-3 and granulocyte macrophage colony-stimulating factor by the lymphoma cells contribute to maturation and the proliferation of eosinophil precursors along with other lineages. The presence of eosinophilia should alert the potential existence of a significant underlying disease. The differential diagnosis of colon ulcers must include tuberculosis, CD and lymphoma, which are difficult to be differentiated based solely on the endoscopic findings. This is particularly challenging in Taiwan since the incidence of tuberculosis and CD has been increasing in the past 10 years \[[@B9]\]. Clinically, T-cell lymphoma has an aggressive course with a poor prognosis, whereas CD may be relapsing over the years, alternating with symptom-free periods. Due to the absence of specific symptoms, the more aggressive T-cell lymphoma is often misdiagnosed as CD, and treated with immunosuppressive agents accordingly. The colorectal T-cell lymphoma may appear either as a diffuse presentation (58.8%percnt;) or as an ulcerative morphology (80.0%percnt;) \[[@B10], [@B11]\].

In summary, a prompt diagnosis of gastrointestinal T-cell lymphoma may be challenging. The diagnosis is often made from surgically resected specimens or colonoscopic biopsies. Improvements in pathological and immunohistochemical stains have also improved the diagnostic rate in recent years. Due to the difficult diagnosis, as illustrated in this case report, the possibility of lymphoma should always be kept in mind in patients with colonic ulcerative conditions. Close endoscopic surveillance and other image modalities, such as computed tomography scans, and laboratory findings, such as unexplained eosinophilia in the blood, may also help to obtain a diagnosis and start an appropriate treatment.
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![A colonoscopic study revealed multiple, deep, and geographic ulcers coated with inflammatory exudate and surrounded by edematous margins throughout the entire colon.](crg-0009-0246-g01){#F1}

![A computed tomography showed multiple enlarged lymph nodes throughout the body, including the neck (**a**), axillary regions (**b**), abdomen (**c**), and inguinal regions (**d**).](crg-0009-0246-g02){#F2}

![Histological picture of the colonic specimens obtained by endoscopic biopsy showing dense inflammatory cells infiltrated in the lamina propria and intraepithelial infiltration of atypical lymphocytes. **a** Hematoxylin and eosin stain (×100; immunohistochemical studies) showed prominent atypical lymphoid cells with a positive reactivity for CD45RO (**b**) (×400) and CD3 (**c**) (×400) antibodies and a negative reactivity for CD 20 (**d**) (×400) antibodies.](crg-0009-0246-g03){#F3}
